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Shigella dysenteriae Type 1 in Tourists to Cancun, Mexico 


From January 1 to August 1, 1988, 17 cases of diarrheal disease caused by Shigella 
dysenteriae type 1 (Shiga bacillus) were reported to CDC. Three cases were reported 
to CDC during the same period in 1987. Fifteen of the patients with shigellosis had 
visited Cancun, Mexico, and two had visited other areas in Mexico in the weeks before 
or during onset of their illness. The patients had no common exposures in hotels or 
restaurants. Thirteen (76%) of the patients required hospitalization; two patients 
developed hemolytic-uremic syndrome. Six isolates tested thus far at CDC were 
resistant to chloramphenicol and tetracycline; two isolates were also resistant to 
ampicillin and trimethoprim-sulfamethoxazole. An epidemiologic and laboratory 
investigation is under way in Mexico. 

Reported by: J Sepulveda Amor, Director General de Epidemiologia, Secretaria de Salud, 
Mexico. Enteric Diseases Br, Div of Bacterial Diseases, Center for Infectious Diseases, CDC. 
Editorial Note: The antimicrobial agents often taken prophylactically and therapeu- 
tically by travelers—trimethoprim-sulfamethoxazole and tetracycline—may be inef- 
fective against the S. dysenteriae type 1 strains for which sensitivity data are 
available. Physicians should consider this diagnosis in persons with severe or bloody 
diarrheal illness who have recently returned from Mexico, obtain appropriate cultures, 
and report suspected cases of S. dysenteriae to local and state public health 
authorities. Laboratories are requested to send isolates of S. dysenteriae to appro- 
priate public health laboratories for serotyping. Travelers to Cancun and other 
regions with recognized risk for travelers’ diarrhea should follow CDC’s recommen- 
dations for international travel (7 ). 
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influenza — United States, 1986-87 Season 


The 1986-87 influenza epidemic was caused by influenza A(H1N1) viruses resem- 
bling A/Taiwan/1/86(H1N1), a variant first isolated in China, Malaysia, Japan, and 
Singapore during January—April 1986 (7). The 1986-87 season was the third season 
during which influenza A(H1N1) strains predominated in the United States since this 
subtype reappeared in 1977 (2). 

National data on influenza activity were obtained from four major sources: 

1. State morbidity reports. Each week, state and territorial epidemiologists estimated 
the extent of influenza-like activity indicated by surveillance systems in their state 
or territory by using the following categories: no cases, sporadically occurring 
cases, regional outbreaks (occurring in counties collectively constituting<50% of 
the state’s population), or widespread outbreaks (occurring in counties collectively 
constituting =>50% of the state’s population). 

. Sentinel physician surveillance network. CDC received weekly reports from 138 
physician members of the American Academy of Family Physicians who recorded 
the number of patient visits for influenza-like illnesses. Reports were based on a 
clinical case definition, but some physicians submitted specimens to a central 
laboratory for diagnosis by rapid culture confirmation of influenza virus (3). 

. Mortality in 121 cities. Death certificate data listing pneumonia or influenza (P&I) as 
a cause of death were reported from 121 cities weekly and analyzed to determine 
if the percentage of deaths attributed to P&i was higher than would be expected in 
the absence of an influenza epidemic. This index has historically reflected seasonal 
influenza-attributable mortality (4 ). 

. World Health Organization (WHO) collaborating laboratories. Sixty-four WHO 
collaborating laboratories provided weekly reports of the number of respiratory 
specimens submitted for virus isolation and the number and types of influenza 
isolates identified. The WHO collaborating laboratories included state public health 
laboratories in 47 states and the District of Columbia as well as several county, city, 
and university laboratories. 

In addition to the methods described above, CDC received reports from miiitary 

laboratories and Veterans Administration hospitals and reports of outbreaks and 

unusual influenza cases from a variety of sources. 

Most of the outbreaks reported to CDC during the 1986-87 season occurred among 
children and young adults. Only one nursing home outbreak was reported, suggest- 
ing that outbreaks among the elderly were uncommon (5). This observation is 
consistent with other recent A(H1N1) epidemics. However, this was the first A(H1N1) 
epidemic since this subtype reappeared that was associated with excess P&I deaths 
reported through the 121 cities. 

Sporadic cases of influenza A(H1N1) occurred in Hawaii in June and August 1986 
but were not identified in the contiguous United States until late September (6). The 
first reported U.S. outbreak occurred in October at a military facility in Florida (7). 
Communitywide activity also involved other regions of the United States in late 1986. 
Sentinel physicians reported a peak in outpatient visits for influenza-like illness 
(Figure 1) from mid-December 1986 through January 1987. State epidemiologists in 
42 states and the District of Columbia reported regional or widespread outbreaks, 
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FIGURE 1. Indicators of influenza activity, by week — United States, October 
1986—May 1987 
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*Reported to CDC by 138 physician members of the American Academy of Family Physicians. A 
patient with a temperature =38.7 C (100 F) and at least cough or sore throat was considered to 
have influenza-like iliness. 

"Reported to CDC by state and territorial epidemiologists who used the following categories: no 
cases, sporadically occurring cases, regional outbreaks (occurring in counties collectively 
constituting <50% of the state’s population), or widespread outbreaks (occurring in counties 
collectively constituting =50% of the state’s population). 

‘Reported to CDC by 64 WHO collaborating laboratories (not including military laboratories). 
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primarily in the northeast, west north central, mountain, and Pacific regions 
(Figure 2). Influenza activity reported by state epidemiologists also increased during 
December and peaked during January (Figure 1). 

P&I deaths slightly exceeded the epidemic threshold for 4 weeks from mid-January 
to mid-February and again during the first 2 weeks of March 1987 (Figure 3). 
Approximately 80% of these deaths occurred in persons 65 years of age or older. 

Influenza A(H1N1) strains were reported from all 50 states and the District of 
Columbia. WHO collaborating laboratories in the United States reported 2222 influ- 
enza virus isolates. Influenza A(H1N1) viruses accounted for 2206 (99.3%) of the 
isolates. Sentinel physicians reported an additional 33 A(H1N1) isolates. Ninety-five 
percent of virus isolates from WHO collaborating laboratories were reported during a 
13-week period between November 30, 1986, and February 28, 1987 (Figure 1). 
Reports of virus isolation were most frequent from mid-December through January. 
Influenza type A(H3N2) and type B strains were rarely isolated. 

Age group of patients was available for 1918 A(H1N1) isolates reported by WHO 
collaborating laboratories. Of these isolates, 1874 (97.7%) were obtained from 
persons under 65 years of age (Table 1). More detailed information regarding ages of 
patients with laboratory diagnosis is available for 261 of the specimens submitted to 
the WHO Collaborating Center for Influenza (WHOCCI). Of these, 235 (90%) were 
obtained from persons less than 36 years of age. 

WHOCCI did antigenic analysis on 315 influenza A(H1N1) isolates collected in 42 
states. Most were closely related to the reference strain A/Taiwan/1/86(H1N1). Of the 
nine influenza A(H3N2) isolates submitted to WHOCCI for antigenic analysis, four 
resembled A/Leningrad/360/86(H3N2), a newly recognized minor variant; the remain- 
ing five resembled previously identified strains. Four influenza B isolates were 
submitted for antigenic analysis; one resembled B/Ann Arbor/1/86, and the other was 
a related variant. 


FIGURE 2. Maximum level of influenza outbreak activity reported by state — United 
States, September 26, 1986—May 2, 1987 
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In contrast to most years, two influenza vaccines were manufactured for use 
during the 1986-87 season. The new A/Taiwan/1/86-like variants were detected 
relatively early, and viruses were submitted promptly from national influenza centers 
in Asia to the WHOCCis in Atlanta and London; thus, July 1986 data supported the 
need to manufacture a monovalent A/Taiwan/1/86 vaccine (8). This vaccine was 
specifically recommended for high-risk persons less than 35 years of age to supple- 
ment the standard trivalent influenza vaccine (9). Approximately seven million doses 
of the monovalent vaccine were manufactured and distributed before the epidemic 
peaked in early 1987. 


FIGURE 3. Pneumonia and influenza (P&i) deaths as a percentage of total deaths* — 
United States, July 1984—June 1987 
. 
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*Reported to CDC from 121 U.S. cities. P&I deaths include all deaths for which pneumonia is 
listed as a primary or underlying cause or for which influenza is listed on the death certificate. 
The predominant virus strain is shown above the peak of mortality for each epidemic season. 
The epidemic threshold for the 1986-87 influenza season was estimated at 1.645 standard 
deviations above the values projected on the basis of a periodic regression model applied to 
observed P&i deaths for the previous 5-year period but excluding the observations during 
influenza outbreaks. 


TABLE 1. Specimens tested and influenza type A(H1N1) viruses isolated by age group 
as reported to CDC by WHO collaborating laboratories — United States, October 
1986—May 1987 





Specimens 
Age group* tested Type A(H1N1) 
(yrs) No. (%) No. (%) 
<20 10,495 (59.4) 941 (49.1) 
20-64 6,178 (35.0) 933 (48.6) 
>64 983 (5.6) aa (2.3) 
Total 17,656 (100.0) 1,918 (100.0) 
*Age group was not specified for 4,408 (20.0%) specimens tested. Influenza isolates were 


recovered from 291 (6.6%) of these specimens; 288 (99.0%) of the isolates were influenza 
A (H1N1). 
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Reported by: Participating State and Territorial Epidemiologists and State Laboratory Directors. 
Sentinel Physicians of the American Academy of Family Physicians. WHO Collaborating 
Laboratories. Participating Veterans Administration Hospitals. Letterman Army Medical Center, 
San Francisco, California. Hackensack Hospital, Hackensack, New Jersey. Strong Memorial 
Hospital, Rochester, New York. Vanderbilt Univ, Nashville, Tennessee. Influenza Research 
Center, Baylor College of Medicine, Houston; 5th Army Medical Laboratory, Fort Sam Houston; 
USAF School of Aerospace Medicine, Epidemiology Div, Brooks AFB, Texas. Statistical Svcs Br, 
Div of Surveillance and Epidemiologic Studies, Epidemiology Program Office; Div of Immuni- 
zation, Center for Prevention Svcs; WHO Collaborating Center for Influenza, Influenza Br, Div of 
Viral Diseases, Center for Infectious Diseases, CDC. 
Editorial Note: The 1986-87 influenza season illustrated the ability of a new strain of 
influenza to rapidly spread after appearing in Asia. In January 1986, influenza 
A(H1N1) variants related to A/Taiwan/1/86 first appeared in Northern China. During 
April and May, unusually high levels of epidemic activity were reported from Malaysia 
and Singapore. At the same time, similar viruses were isolated in Japan and Taiwan, 
where the 1985-86 winter epidemic was ending. Outbreaks were reported in some 
Pacific Island nations during June and July. In the United States, activity peaked 
rapidly during December and January and declined in February. 

(Continued on page 475) 
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TABLE ll. Notifiable diseases of low frequency, United States 
Cum. 1988 








Anthrax - Leptospirosis (Hawaii 1) 
Botulism: Foodborne Plague (Calif. 1; Colo. 1) 
infant (Utah 1) Poliomyelitis, Paralytic 
Othe Psittacosis (Colo. 1) 
Rabies, human 
- Tetanus (Minn. 1) 
Congenital rubella syndrome 3 Trichinosis 
Congenital syphilis, ages < 1 year 
Diphtheria 














* Because AIDS cases are not received —_ all =O areas, comparison of weekly figures may be misleading. 
One of the 153 reported cases for this was imported from a foreign country or can be directly traceable to a known 
internationally imported case within two generations. 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
August 6, 1988 and August 8, 1987 (31st Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 6, 1988 and August 8, 1987 (31st Week) 
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TABLE lil. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 6, 1988 and August 8, 1987 (31st Week) 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
August 6, 1988 (31st Week) 
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Despite the high transmissibility of the new variant, countries such as Australia 
and New Zealand were virtually unaffected by the virus. Some of these countries had 
experienced severe epidemics of the previous A(H1N1) variant (related to 
A/Chile/1/83). This observation suggests that cross-protection from prior natural 
infection with the A/Chile-like viruses may have attenuated the spread of A/Taiwan- 
like viruses in some regions or countries. However, laboratory data suggest that 
inactivated A/Chile influenza vaccine showed poor cross-protection to A/Taiwan in 
one U.S. outbreak (7,8). 

Preliminary analysis of death certificates suggests that the A/Taiwan-like viruses 
may have been responsible for mortality during the winter. However, this finding 
contradicts the limited number of outbreaks reported in the elderly, the population 
generally at greatest risk in influenza epidemics. Analysis of hospital discharge 
diagnosis records and mortality data from the National Center for Health Statistics 
may clarify the impact of type A(H1N1) influenza in all age groups. 
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Progress Toward the 1990 Objectives for Improved Nutrition 


In 1985, the Public Health Service (PHS) reviewed progress on the 1990 objectives 
for the nation (1,2). Although none of the 17 nutrition objectives had been achieved, 
six appeared to be possibly attainable by 1990; achievement of the others appeared 
either unlikely or uncertain because of a lack of baseline data and inadequate survey 
information. 

The Food and Drug Administration (FDA) and collaborating federal agencies* 
recently reported to the Assistant Secretary for Health on progress toward achieving 
15 nutrition objectives identified by PHS as having special priority (Table 1). The 
Association of State and Territorial Public Health Nutrition Directors (ASTPHND) 
reported at the same time on state activities related to the nutrition objectives. A 
summary of the reports of these agencies and ASTPHND follows. 


*National Center for Health Statistics, Center for Health Promotion and Education, CDC; Health 
Resources and Services Administration; and National Institutes of Health. 
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1990 Objectives — Continued 
improved Health Status 

Since the review in 1985, substantial progress has been made toward achieving 
nutrition goals, although some objectives are difficult to assess. For example, 
national trends in iron deficiency anemia in pregnant women and growth retardation 
in children cannot be assessed because of insufficient data. The 1986 CDC Pediatric 
Nutrition Surveillance System, which monitors the status of young children from 
high-risk, low-income families participating in certain publicly supported health 
programs, found that the prevalence of short stature in this group was 10.4% and that 
the rate of short stature varied substantially by ethnic groups (3). Surveillance and 


TABLE 1. Federal priority nutrition objectives for 1990* 


improved health status 
1. The proportion of pregnant women with iron deficiency anemia (as estimated by 
hemoglobin concentrations early in pregnancy) should be reduced to 3.5%. 
2. Growth retardation of infants and children caused by inadequate diets should have been 
eliminated in the United States as a public health problem. 
Reduced risk factors 
. The prevalence of significant overweight (>120% of “desired” weight) among the U.S. 
adult population should be decreased to 10% of men and 17% of women, without 
nutritional impairment. 
. Fifty percent of the overweight population should have adopted weight loss regimens, 
combining an appropriate balance of diet and physical activity. 
. The mean serum cholesterol level in the adult population aged 18 to 74 should be at or 
below 200 mg/dL. 
. The average daily sodium ingestion (as measured by excretion) for adults should be 
reduced at least to the 3- to 6-gram range. 
. The proportion of women who breastfeed their babies at hospital discharge should be 
increased to 75% and 35% at 6 months of age. 
increased public-professional awareness 
8. The proportion of the population that is able to correctly associate the principal dietary 
factors known or strongly suspected to be related to disease should exceed 75% for each 
of the following diseases: heart disease, high blood pressure, dental caries, and cancer. 
. Seventy percent of adults should be able to identify the major foods that are low in fat 
content, low in sodium content, high in calories, high in sugars, good sources of fiber. 
10. Ninety percent of adults should understand that to lose weight people must either 
consume foods that contain fewer calories or increase physical activity —or both. 
Improved services protection 
11. The labels of all packaged foods should contain useful calorie and nutrient information 
to enable consumers to select diets that promote and protect good health. Similar 
information should be displayed where nonpackaged foods are obtained or purchased. 
12. By 1985, the proportion of employee and school cafeteria managers who are aware of, 
and actively promoting, USDA/DHHS dietary guidelines should be greater than 50%. 
13. All states should include nutrition education as part of required comprehensive school 
health education at elementary and secondary levels. 
14. Virtually all routine health contacts with health professionals should include some 
element of nutrition education and nutrition counseling. 
Surveillance-evaluation system 
15. Before 1990, a comprehensive national nutrition status monitoring system should have 
the capability to detect nutritional problems in special population groups as well as to 
obtain baseline data for decisions on national nutrition policies. 














*Public Health Service. Promoting health/preventing disease: Public Health Service implemen- 
tation plans for attaining the objectives for the nation. Public Health Rep 1983; 
Sep—Oct(supp!): 132-55. 
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survey data from the 1970s and the early 1980s indicate that the prevalence of iron 
deficiency anemia among young children declined during this time span (4). Data 
from the third National Health and Nutrition Examination Survey (NHANES-IlIl), to be 
conducted from 1988 to 1994 by the National Center for Health Statistics, CDC, will 
indicate whether that trend has continued. 

Reduced Risk Factors 

Progress toward reducing certain risk factors has varied greatly. The 1985 National 
Health Interview Survey (NHIS) reported that approximately 50% of overweight 
respondents indicated they were trying to lose weight, with almost half of this group 
both increasing physical activity and decreasing caloric intake (5). Data from 
NHANES-Ill will be useful to further assess trends in the prevalence of overweight 
during the 1980s. In 1985, the National Heart, Lung, and Blood Institute of the National 
Institutes of Health launched the National Cholesterol Education Program, a cooper- 
ative nationwide education effort to reduce the prevalence of high blood cholesterol. 
Detailed guidelines for detecting, evaluating, and treating high blood cholesterol in 
adults have been developed to aid physicians and other health profeesionals in 
diagnosing and managing high blood cholesterol. 

Accurate estimates of the sodium intake by the U.S. population have been limited 
by the availability of reliable data on the amount of sodium consumed from 
processed foods and table salt. The 1982—1984 FDA Total Diet Studies indicate that, 
excluding salt added at the table, adult sodium intakes are within the Estimated Safe 
and Adequate Daily Dietary Intakes of the National Academy of Sciences (1100-3300 
mg) (6), but that children consume more sodium than the standard recommends for 
their ages. Further information on sodium consumption will be provided by NHANES- 
lll and the U.S. Department of Agriculture (USDA) Nationwide Food Consumption 
Survey, which are in progress. 

Since 1982, progress in the objective of increasing the proportion of women who 
breastfeed their babies at time of hospital discharge has slowed (7) and has varied 
according to geographic regions, education, income levels, and other factors. In 1984, 
approximately 61% of infants were breastfed at 1 week of age and 28% at 6 months 
of age. The Health Resources Services Administration has undertaken a special 
initiative to encourage breastfeeding that includes elements of research, training, and 
demonstration of effective methods of promoting and supporting breastfeeding. 
Improved Services Protection 

Public awareness objectives primarily address diet and health relationships. In the 
1986 FDA Diet and Health Survey, 83% and 76% of adults were aware that diet plays 
a role in hypertension and coronary artery disease, respectively, and 65% and 57% of 
surveyed adults associated sodium and fat with these respective diseases (FDA, 
unpublished data). In addition, more than half of those surveyed believed that diet 
may play a role in cancer risk and that changing intakes of certain dietary components 
may help prevent cancer (2). About 90% of adults were aware that avoiding 
between-meal sweets can help reduce tooth decay (2). In 1985, more than 70% of 
adults identified calorie reduction and increased physical activity as the two best 
ways to reduce body weight (5). 

Nutrition labeling, initiated in 1973, is used on 55% of the packaged foods 
regulated by FDA. Fifty-nine percent have sodium labeling. The publication, Nutrition 
and Your Health: Dietary Guidelines for Americans (8 ) offers guidance about healthy 
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eating and has been widely promoted in both the public and private sectors. USDA 
has revised recipe files for school lunch programs to lower fat, salt, and sugar in 
school meais (2). 

Because data are limited regarding nutrition education and counseling in patient 
contacts with health professionals, the 1985 NHIS included a question about nutrition 
education received during routine health consultations. Twenty-nine percent of 
women and 22% of men reported that eating proper foods was discussed sometimes 
or often in routine contacts (5). 

Progress toward requiring nutrition education in school health curricula has 
lagged. In 1978, 10 states mandated nutrition as a core content area in school health 
education; by 1985, only two additional states required nutrition education. 


Surveillance-Evaluation System 

A comprehensive nutrition surveillance system targeted for 1985—the National 
Nutrition Monitoring System (NNMS)—is now in place. The U.S. Department of 
Health and Human Services and USDA have made several reports to Congress on the 
NNMS, including a recently updated Operational Plan (9 ). Survey information about 
special populations is improving; for example, NHANES-Ill will oversample blacks 
and Hispanics to improve data on these populations (2). 
ASTPHND Model Objectives 

The ASTPHND has developed Model State Nutrition Objectives that relate directly 
to the 1990 objectives. The model customizes objectives to fit a state’s needs and 
priorities; for example, each state may set specific objectives to reduce blood 
cholesterol levels in at-risk persons. Recently, ASTPHND ranked a comprehensive 
national nutrition monitoring system as the highest national priority among the 1990 
objectives, and nutrition education in school health education as the highest priority 
on a state basis. 


Reported by: Office of Disease Prevention and Health Promotion, Office of the Assistant 
Secretary for Health, Public Health Service. 


Editorial Note: The experiences of the 1990 objectives suggested additional guide- 
lines for the development of nutrition objectives for the year 2000. For example, the 
PHS Midcourse Review (2) found that some nutrition objectives were not measur- 
able. For other objectives, a lack of baseline or other data has limited the tracking of 
progress. Accordingly, future objectives should be both measurable and addressed 
through surveys or appropriate surveillance systems. 

Feasibility is also important in establishing objectives. National objectives predi- 
cated solely on improved nutrition may not be feasible for diseases and conditions of 
complex etiology. One current objective calls for the elimination of growth retarda- 
tion caused by diet. However, because nutrition is only one factor in growth 
retardation, it is unlikely that the portion attributable solely to nutritional factors can 
be separately identified. Technical feasibility is another consideration. One 1990 
objective calls for reduction of sodium intake levels as measured by urinary excretion, 
but national data are not available—and are not likely to be—because sodium 
excretion measures require specimens of total urinary excretion for a 24-hour period. 

Scientifically sound and effective intervention strategies are essential for setting 
nutrition goals. For example, one objective targets decreases in adult obesity by 1990. 
However, there are no effective intervention strategies for the attainment of this 
objective. For obesity and other conditions of complex etiology, nutrition-related 
behavioral and educational objectives may be necessary. 
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The development of 1990 objectives has provided useful insights into the advan- 
tages of establishing goals that address national nutrition problems and the chal- 
lenges of measuring progress toward their achievement. The recently released 
Surgeon General’s Report on Nutrition and Health (10 ) emphasizes the importance of 
diet in preventing widely prevalent chronic diseases. It also emphasizes the need for 
realistic dietary strategies to reduce health risks and for data to monitor improve- 
ments in the nutritional health of the nation. The development of objectives for the 
year 2000 presents an opportunity to address these important needs. 
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Errata: Vol. 36, No. S-6 


In the supplement dated December 18, 1987, “Human Immunodeficiency Virus 
Infection in the United States: A Review of Current Knowledge,” the following 
corrections should be noted: 


p.23 In Table 1, the 0 prevalence rate reported for Pittsburgh, PA, was for HTLV-1, 
not HIV-1. 


p.38 In Table 12, the seventh entry should read Pittsburgh, PA, not Philadelphia, 
PA. Pittsburgh, not Philadelphia, is participating in the Multicenter AIDS 
Cohort Study (MACS). 


Vol. 37, No. 26 


p. 406 The third sentence of the third paragraph should read: “In 1980, 76.3% of 
pregnant women received first-trimester prenatal care, and in 1985, 76.2% 
received such care.” 
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FIGURE |. Reported measles cases — United States, Weeks 27-30, 1988 














GB CASES REPORTED C—_) NO REPORTED CASES 
Oe ee ne ee Se ee ae ae 








outbreaks, 
reports and any other pertaining 
Editor, Morbidity and Mortality Weekly Report, Centers for Disease Control, Atlanta, Georgia 30333. 
Director, Centers for Disease Control Editor Pro Tem 
James O. Mason, M.D., Dr.P.H. Richard A. Goodman, M.D., M.P.H. 
— Director, Epidemiology Program Office Managing Editor 
ichael B. Gregg, M.D. Karen L. Foster, M.A. 














tvU.S. Government Printing Office: 1988-530-111/81518 Region IV 





DEPARTMENT OF 

HEALTH & HUMAN SERVICES 
Public Health Service FIRST-CLASS MAIL 
Centers for Disease Control POSTAGE & FEES PAID 
Atlanta, GA 30333 PHS/CDC 
Permit No. G-284 














Official Business 
Penalty for Private Use $300 





HHS Publication No. (CDC) 88-8017 Redistribution using indicia is illegal. 





